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HCFA-PM-86-20 attachment3.1-a -A(BERC) 
SEPTEMBER 1986 Page 7 d 

OMB NO.: 0938-0193 

AMOUNT, DURATION AND SCOPEOF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

15. Intermediate care facility services for persons determined,in accordance with section 
1902(a)(31) of the Act,to be in need ofsuch care, including such servicesin a public 
institution (or distinct part thereof)for the mentally retarded or persons with related 
conditions. 

-X Provided: - No limitations -X With limitations: 

- Not provided. 

16. Inpatient psychiatric facility services of age.for individuals under 22 years 

-X Provided: - No limitations =- ~ - -X With limitations: 

- Notprovided. 

17. 	 Nurse-midwife services; 

X Provided: - No limitations -X Withlimitations: 

- Notprovided. 

18. Hospice care (in accordancewith section 1905(0) of the Act). 

With- Provided - No limitations - limitations: 

X Not provided. 
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Revision:  HCFA-PM-85-3  (BERC) 
SEPTEMBER 1986 

ATTACHMENT 3.1 -B 
Page 6 8 

OMB NO.: 0938-0193 

AMOUNT, DURATIONAND SCOPE OF SERVICES PROVIDED 
MEDICALLY GROUP(S):NEEDY All groupscovered 

care services.C. Intermediate facility 

-X Provided: - No limitations X With limitations* 

15. Intermediate care facility services for personsdetermined, in accordancewithsection 
1902(a)(31)of the Act,to be in need of such care, including such servicesin a public 
institution (or distinct part thereof)for the mentally retardedor persons with related 
conditions. 

X Provided: - No limitations X With limitations: 

16. Inpatient psychiatric facility services for individuals under 22 yearsofage. 

X Provided: - No limitations . X With limitations: 

17. services;Nurse-midwife 

NoX Provided: - limitations -X With limitations: 

18.Hospicecare(inaccordance with section 1905(0)oftheAct). 

No- Provided - limitations - With limitations: 

X Notprovided. 

Description providedon attachment. 
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ATTACHMENT 3.1-A 
Item 15, Page-1of 4 
applies to both 
categorically and 
medically needy 

STATE PLANUNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

STATE:Nebraska 

LIMITATIONS - ICF/MR SERVICES 

ICF/MR Level of Care Criteria 

The Department applies the following criteria to determinethe appropriateness of ICF/MR 
services on admissionand at each subsequentreview: 

1. 	 The individual has a diagnosis of mental retardationor a related condition which 
has been confirmed by prior diagnostic evaluations/standardized tests and 
sources independent of the ICF/MR; and 

2. 	 Theindividualcanbenefitfrom"activetreatment" as defined in 42 CFR. 
483.440(a) and 471 NAC 31-001.02. "Benefit from active treatment" means . 

demonstrable progress in reducing barriers toless restrictive alternatives; and 
3. In addition, the following criteria shall applyin situations where 

a. 	 Theindividualhasarelatedconditionand the independentQMRP 
assessment identifies that the related condition has resultedin substantial 
functional limitations in threeor more of the following areas of major life 
activity: 
(1)self-care; 
(2) receptiveandexpressivelanguage; 
(3) learning; 
(4) mobility; 
(5) self-direction; or 
(6) capacityforindependentliving; 
These substantial functional limitations indicate thatthe individual needs 
a plannedcombination of individually and coordinated special 
interdisciplinary care, a continuous active treatment program, treatment, 
and other services which are lifelongor of extended duration; and/or 
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ATTACHMENT3.1-A -
Item 15, Page2of4 4 
applies to both 
categorically and 
medically needy 

STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

STATE:Nebraska 

LIMITATIONS - ICF/MR SERVICES 

b. A Medicaid-eligible individual has a dual diagnosis of mental retardation or 
arelatedconditionanda mental illness(i.e.,mentalretardationand 
schizophrenia). The mental retardation or relatedconditionhasbeen 
verified as the primary diagnosis by both an independent QMRP and a 
mental health professional (i.e., psychologist, psychiatrist); and 
(1) Historically there is evidence of missed developmental stages, dueto 

mental retardationor a related condition; 
(2) There is remission in the mental illness andlor it does not interfere 

with intellectual functioning and participationin training programs, i.e., 
theindividualdoes not haveactivehallucinationsnorexhibit 
behaviors which are manifestations of mental illness; and 

(3) 	 Thediagnosis of mental retardation or relatedconditiontakes 
precedence overthe diagnosis of mental illness. 

Inappropriate Level of Care: The following examples are not appropriate for ICF/MR 
services: 

1. 	 Mentalillness is theprimarybarrier to independentlivingwithina 
normalized environment; or 

2. 	 The ICF/MR level of care is not the least restrictive alternative, e.g., the 
client 
a. Exhibits skills and needs comparable to those of persons with similar 

needs living independently or semi-independentlyin the community; 
b. Exhibits skills and needs comparable to those of persons atNF level 

of care; or 
c. 	 Is able to function with little supervision or in the absenceofa 

continuous active treatment program. 
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ATTACHMENT 3.1-A 
Item 15, Page 3 of 4 
applies to both 
categorically and 
medically needy 

STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

STATE:Nebraska 

LIMITATIONS - ICF/MR SERVICES 

QMRP approval Criteria: Under 42 CFR 483.430, a qualified mental retardation professional 
is a person who has at least one yearof experience working directly with personswith mental 
retardation or related conditions andis one of the following: 

1.Adoctorof medicine orosteopathy; 
2. Aregisterednurse; 
3.Anindividualwhoholdsatleastabachelor'sdegree or islicensed,certified, or 

registered and provides professional services in Nebraska in one of the following' 
professional categories: 
a.Anoccupationaltherapist; 
b.Aphysicaltherapist; 
c. psychologist;A 
d.Asocialworker; 
e. Aspeech-languagepathologist or audiologist; 
f.Aprofessionalrecreationstaffmember; 
g.Aprofessionaldietitian; or 
h. Ahumanservicesprofessional. 

The Department uses these standardsto approve individuals who conduct independent QMRP 
assessments. 

Transmittal # MS-00-06 
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ATTACHMENT 3.1-A 
Item 15, Page of 4 
applies to both 
categorically and 
medically needy 

STATE PIAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

STATE:Nebraska 

LIMITATIONS - ICF/MR SERVICES 

Standards for a QMRP: To be approved by the Department to complete Independent 
QMRPAssessments,anindividualshallsubmitthefollowing information to the 
Department of Health and Human Services: 

1. Proof of QMRP designation by anoutside agency or program; or 
2. Verificationof 

a. (transcript);Education/degree 
b. 	 Licensure,registration, orcertification:asapplicable to the profession 

(COPY); and 
c. 	 Oneyear'sexperienceinworkingdirectly with persons with mental 

retardation.Theindividualshallindicatethefollowingskills related to 
hidher job experience in a mental retardation facility/program: 
(1) Assessing the need for specific goals and objectives; 
(2) Writing behaviorally-stated goals and objectives in training programs; 
(3) Conducting or carrying outtrainingprograms;and 
(4) Evaluating,documenting. andsummarizing training programs. 

Department staff shall review the submitted information and, if approved, shall issue a 
formal letter of approval to the applicant. 

The Department may withdraw approval ofany QMRP who has been advised by Nebraska 
Department of Health and Human Services that hidher assessmentsare lackingin quality 
and/or completeness. 

Telehealth: ICF/MR servicesarecoveredwhenprovidedviatelehealth technologies 
subject to the limitations as set forth in state regulations, as amended. 

Transmittal # MS-01-01 
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ATTACHMENT 4.19-D 
Page 1 . - 

* 

12-011 Rates for Nursing facility Services 

12-01 1.01Purpose: This section 

1. 	 Satisfies the requirements of the State Plan for Medical Assistance and 42 .CFR 
447.250through 42 CFR 447.272; 

2. 	 Adopts rate setting procedures which recognize the required level and quality of 
care asprescribed by allgovernmentalentities(including, but not limited to, 
federal, stateand local entities); 

3. 	 Establisheseffectiveaccountabilityforthedisbursementof MedicalAssistance 
appropriations; and 

4. 	 Provides for public notice of changes in the statewide method or level of payment 
pursuant tothe requirements of Section 1902(a)(13)of the Social Security Act. 

The rate determination described in 471 NAC 12-01 Rate Determination is in effect 
through December 31, 2000. The rate determination described in 471 NAC 12-01 1.08is 
effective beginning January1,2001. 

The definitions to12-01 1.02 Definitions: following applythe nursing facility rate 
determination system. 

Allowable Cost: Those facility costs which are included in the computation of the facility's 
per diem. The facility's reported costs maybe reducedbecausethey are not allowable 
under Medicaid or Medicare regulation, or because they are limited under 471 NAC 12
01 1.06. 

Level ofCare:Theclassification (see 471 NAC 12-013.01)of each resident basedon 
hidher acuity level. 

Median: A value or an average of two values in an ordered setof values, below and above 
which there is an equal numberof values. 

Nursing Facility: An institution (or a distinct part of an institution) which meetsthe definition 
and requirements ofTitle XIX of the Social Security Act,Section 191 9. 

Transmittal # MS-01-01 
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ATTACHMENT 4.19-D 
Page 2 _. 

Per Diem Rates: Rates paid tonursingfacilitiesunder the Nebraska Medical Assistance 
Program.The ratesarereasonableandadequate to meet the costs whichmustbe 
incurred by and operatedefficiently economically facilities to provide services in 
conformance with state and federal laws, regulations, andquality and safety standards. 

Urban: Urban areas are Dakota, Washington, Douglas, Sarpy, and Lancastercounties. 

Facility: for waivedWaivered Facilitieswhich the State Certification Agency has 
professional nursestaffingrequirements ofOBRA 87 are classified as "waivered" if the 
total number of waivered days exceeds 90 calendar days at any time during the reporting 
period. 

Weighted Resident days A facility's inpatient days, as adjusted for the acuity level of the 
residents in that facility (see 471 NAC 12-013.03 and 12-013.04). 

Other definitions which apply in this section are includedin Nebraska Department of Health 
and Human Services Regulation and Licensure'sregulations and Standards for Homesfor 
the Aged .or Infirm Standards Governingand regulations and Centers for the 
Developmentally Disabled and appropriate federal regulations governingTitle XIX and Title 
XVIII. 

12-011.03 General Information: Wherever applicable, the principles of reimbursement for 
provider's cost and therelatedpoliciesunderwhichthe Medicare extended care facility 
programfunctions(Medicare'sProviderReimbursementManual(HIM-15) updated by 
"Provider ReimbursementManualRevisions"ineffectasofJuly 1, 2000 areused in 
determining the cost for Nebraska nursing facilities with exceptions noted in this section. 
Chapter 15, Change of Ownership,of HIM-I5 is excluded in its entirety. 

That portion of a provider's allowable cost for the treatment ofMedicaid patients is payable 
under the Nebraska Medical Assistance Program (NMAP) except as limited in this section. 
The aggregate payments by the Department do not exceed amounts which would be paid 
under Title XVlll principles of reimbursement for extended carefacilities. 

12-011.04 Allowable Costs: The following items are allowable costs under NMAP. 

Transmittal # MS-01-01 
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ATTACHMENT 4.19-D 
Page 3 .. 

12-011.04ACostof meeting Licensure and Certification Standards:Allowablecosts for 
meeting licensure andcertification standards are those costs incurredin order to 

1. Meet the definition and requirementsfor a Nursing Facility of Title XIX of the 
Social Security Act,Section 1919; 

2.Comply with the standards prescribed bytheSecretary ofHealthand 
Services centersHuman (HHS) for nursing facilities for theor 

developmentally disabled in 42 CFR 442; 
3. 	 Comply with requirements established bytheNebraskaHealthandHuman 

the agency forServices Regulationand Licensure, state responsible 

establishing and maintaining health standards, under 42CFR 431.610; and 


4.Complywithany other state law licensingrequirementsnecessary for 
providing nursing facility ordevelopmentaldisabilitycenterservices, as 
applicable. 

12-011.06 Limitations for Rate Determination: The Departmentappliesthefollowing 
limitations for rate determination. 

12-011.06AExpiration orTermination ofLicenseorCertification: TheDepartment 
doesnotmakepayment for care provided 30 daysafterthedate of expiration or 
terminationofthe provider's licenseorcertificate to operateunderNMAP.The 
Departmentdoes not make payment for careprovidedtoindividuals whowere 
admittedafterthe date of expiration or termination oftheprovider'slicense or 
certificate to operate under NMAP. 

12-011.06BTotal Inpatient Days: In computing the provider'sallowableperdiem 
rates, total inpatient days are the greater of the actual occupancy or eighty-five (85) 
percent of total licensedand certified bed days. For new construction (entire facilityor 
bed additions) or a facility reopening, total inpatient days are the greater of the actual 

. .-

occupancy or fifty (50) percent of total licensed and certified bed days available during 
the first yearof operation, beginning with the first day patients are admitted for care. 

An inpatient dayis: 

1. 	 A day on which a patient occupies a bedatmidnight.When a client is 
admitted to a facility and dies before midnight on the same day, one day is 
counted and paid; or 

2. A day on which the bed is held for hospital leave or therapeutic home visits. 

Transmittal # MS-01-01 
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Payment for holding beds for patients in acute hospitals or on therapeutic home visits 
is permitted if the policy of the facility is to hold beds for private patients and if the 
patient's bedisactuallyheld.Bedholding is allowed for fifteen(15)daysper 
hospitalization and for up toeighteen(18)days of therapeutichomevisits per 
calendar year. -. - _ -

Medicaid inpatient days are days for which claims (Printout MC-4, "Long Term Care 
Facility Turnaround Billing Document") from the provider have been processed by the 
Department. The Department will not consider days for which a claim has not been 
processed unless the provider can show justification to the Department's satisfaction. 
Days for which the client'sMedicaideligibility is ina"spenddown"categoryare 
considered Medicaidinpatientdaysincompilinginpatientdays. A facilitymay not 
impose charges that exceed the payment rate established under 471 NAC 12-011 ff. 
for these days. 

12-011.06L Administration Expense: In computingthe provider'sallowablecost for 
determination of the rate, administration expenseis limited to no more than 14 percent
of the totalotherwiseallowableDirectNursing.DirectSupportServices, andOther * 

Support Services Componentsfor the facility. 

This computation is made bydividingthetotalallowableDirectNursing,Direct 
Support Services, and Other Support Services Components, less the administration 
cost category, by 0.86. The resulting quotient is the maximum allowable amount for 
the Direct Nursing, Direct Support Services, and Other Support Services components, 
including the administration cost category. If a facility's actual allowable cost for the 
three componentsexceedsthisquotient,theexcessamount is usedto adjust the 
administration cost category. 

12-011.06M Other Limitations: Other limitations to specific cost componentsofthe 
rate are includedin the rate determination provisionof this system. 

12-011.07 Rate Determination: The rate determination provisions of 471NAC 12-011.07 
are in effect through December 31, 2000. The Department determines rates for facilities 
under two distinctmethodologies.Providers maychoseeither,following the respective 
guidelines for the methodology chosen, except that facilities which receive grant money 
from the Nebraska Health Care Trust Fund (Neb. Rev. Stat. 71-7605 to 71-7622 and 71
6050) to convert nursing facility beds to assisted living beds are referred to reimbursement 
provisions of 12-011.078. 
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12-01I.07A Cost-Based, retroactivelyadjusted Determination:TheDepartment 
determines rates for this methodology under thefollowing guidelines: 

12-011.07A1RatePeriod:The rate period for eachfacilitycoversservices 

provided July Ithrough June 30 of each fiscal year. The final rate period under, - . . 


471 NAC 12-011.07coversservices provided July1, 2000 throughDecember 

31, 2000. 


12-011.07A2 Reporting Period: Each facility shall file a cost report each year for 

the twelve-month reporting period of JulyIthrough June 30. 


12-011.07A3 Care Classifications: A portion of each individual facility's rate may 

be based on the location and the waivered/non-waivered status of the facility. 

The care classifications are


1, All NursingFacilities in urban areas; 
2. Nursing Facilities in urban areas which are non-waivered; 
3. Nursing Facilities in urban areas which are waivered; 
4. All NursingFacilities in non-urban areas; 
5. Nursing Facilities in non-urban areas which are non-waivered; and 
6. Nursing Facilities in non-urban areas which are waivered. 

12-011.07A5FinalRates:Subject to the allowable, unallowable, and limitation 
provisionsof471NAC12-011.04, 12-011.05, and 12-011.06,theDepartment 
paysfacility diem (oneeach retroactively determined per ratesrate 
correspondingtoeach level ofcare) for the reasonableandadequatecosts 
incurredanddocumentedduringeach rate period. The ratesarebased on 
financial,acuity,andstatisticaldata submitted byfacilities for the most recent 
reportingperiod.Variouscare classification maximumsascomputed in this 
sectionarecomputedafter initial desk audit, and are not revised based on 
subsequent desk auditsor field audits. 

The facility's final rates consist of fourcomponents: 

1. TheDirectNursingComponent; 
2. TheDirectSupportServicesComponent; 
3. TheOtherSupportServicesComponent;and 
4.TheFixedCostComponent. 

The facility's final rates are computed as the sum of these components, subject 
to the rate limitations of this system. All four components are expressed in per 
diem amounts. 
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The final rates for the July I ,  2000 through December 31, 2000 time period are 
determined through cost reports filed for the July 1, 2000 through June 30, 2001 
reportingperiod. The retroactive settlementofinterimrates paid fromJuly 1, 
2000 throughDecember 31, 2000, shall be adjusted using provisionsof 471 NAC 

1.07A6. 12-01 ~ - 

12-01I.07A5a Direct nursing Component: This component of the final rate 
is computed by dividing the allowable costs for nursingsalaries(lines94 
through 103 of Form FA-66,"Long Term CareCostReport")bythe 
weighted resident days for each facility(see471 NAC 12-013.03).The 
resulting quotient is the facility's "base" per diem.Eachfacility'sbase per 
diem is arrayed with all other facilities in the same care classification (see 
471 NAC 12-011.07C), to include Classifications 2, 3, 5, and 6; the median 
base per diemis determined; and a maximum base per diemis computed at 
125%ofthe medianbaseper diem. If themaximum base perdiem for 
waivered facilities in their respective urban or non-urban care classification 
is greater than the maximum base per diem for non-waivered facilities in 
that same care classification, the Department shall use the maximum base 
per diem for non-waivered facilities. Payment rates for the Direct Nursing 
Component for an individual facility are computed using the lower of its own 
base per diem, weighted for levels of care, or the maximum base per diem, 
weighted for levels of care. 

12-011.078 contracting Determination: As an alternative to rates defined under 12
011.07A, facilities may elect to contract with the Department for payment for nursing 
facility services. Effective January 1, 2001, all facilities that are contracting with the 
Department shall transition,as their contracting term expires,to rate determination per 

NAC 12-011.08. Each facility's revised rate provisions471 determination are 
dependent upon whetherthe transition year is aRebase Year or an Interim Year (see 
471NAC12-011.08D and E). IfthecontractingtermexpiresduringaRatePeriod, 
rates will be updated to the end of that Period using the then current Inflation Factor 
(see 471 NAC 12-011.08D5), as adjusted for the shortened remaining time. However, 
if a facility has lessthan 200 certified nursing facility beds,it receives a grant from the 
Nebraska Health CareTrust Fund Act to convert nursing facilitybeds to assisted living 
beds, and it provides both nursing facility and assisted living levels of care, the facility 
mustcontract for their nursing facilityreimbursement. TheDepartmentdetermines 
rates for this methodology under the following guidelines: 
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12-011.0781 General Contracting Provisions: 

12-011.07b1a Effective Dates: Beginning August 1, 1998, any facility may 

request to contract with the Department. A contract may only go into effect 

on the first day of a month. A contract rate period beginsthe first day of the 

month following approval by the Department for a facility tocontract a s . . - .  ~ 

in effect for the followingtwelvemonths. If it is mandatory that afacility 

contract, the first contract rate period must begin no later than the first day 

of the month followingthedatewhichaMedicaid eligible resident is 

admitted to an assisted living bed. 


12-011.07B1b TimePeriodsCovered:Thefacility's contract withthe 

Department covers services provided: 1). fromJuly 1 through the last day of 

the month before contracting begins, 2) from the first day of the month that 

contracting beginsthroughthefollowingtwelvemonths, and 3) for the 


extensions. __three . - 

12-011.0781c Termination from contracting Provision: Unless a facility has 
received grant money under the Nebraska Health Care Trust Fund for the 
conversionofbeds, it may terminateitscontractfollowing forty-five days 
notice to the Department. When afacilityterminates its contract, nursing 
facility payment rates will be calculated underprovisionsof 471 NAC 12
011.07A. The rates received under contracting will continue as the facility's 
interim rates. If a facility terminates its contract. it is not eligible to contract 
again for a period of four years; if a change of ownership occurs, the four 
year period is waived. 

A facility which has received *grant from the Nebraska Health Care Trust 
Fund for the conversion of beds may not terminate contractingprovisions. 

12-01 1.07B2 Notification: The facility must notify the Department of its desire to 
contract. Notification shall be postmarked no later than 45 calendar days before 
the facility's desired first contract rate period. 
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12-011.08 Rate Determination: The rate determination provisions of 471 NAC 12-011.08 
are in effect beginningJanuary 1, 2001. The Departmentdeterminesrates for facilities 
under the following cost-based prospective methodology-

12-011.08A Rate Period: The rate period for each facility covers services provided 
January 1 through december 31 of e m s e a r .  A RatePeriodmay be identified as 
either a Rebase Yearor an Interim Year 

12-011.08A1 Rebase Year: A Rebase Year occurs January 1, 2001, and every 
third year thereafter, i.e., January 1,2004, January 1, 2007, etc. 

12-01I.08A2 interim Year: An Interim Year is every year that is not a Rebase 
Year. 

12-011.086 report Period: Each facilityshallfileacostreporteach year for the 
twelve-month reporting period ofJuly4 throughJune 30. 

12-011.08C Care Classifications: A portion of each individual facility's rate may be 
based on the location and the waivered/non-waiveredstatus of the facility. The care 
classifications are

1. All Nursing Facilitiesin urban areas; 
2. Nursing Facilities in urban areaswhich are non-waivered; 
3. Nursing Facilities in urban areaswhich are waivered; 
4. All Nursing Facilitiesin non-urban areas; 
5. Nursing Facilities in non-urbanareas which are non-waivered; and 
6. Nursing Facilities in non-urbanareas which are waivered. 

12-011.08D ProspectiveRates for a RebaseYear:Subject to the allowable, 
unallowable,andlimitationprovisions of 471NAC12-011.04,12-011.05, and 12
011.06, theDepartmentpayseachfacilityprospectivelydeterminedper idem rates 
(one rate corresponding to each level of care) based on the facility's allowable costs 
incurred and documented during the immediately preceding June 30thReport Period. 
The rates are basedonfinancial,acuity, andstatisticaldatasubmitted by facilities, 
and are subject tothe Component maximums. 

Component maximumsarecomputedafterinitialdeskaudit,and are not revised 
based on subsequent desk audits or field audits. Only cost reports with a full year's 
data are used in the computation. Cost reports from providers entering or leaving the 
NMAP the preceding Periodduring immediately Report are not used in the 
computation. 
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Each facility's prospective rates consist five components: 

1.TheDirectNursingComponent; 
2. The DirectSupportServices Component; 
3. The OtherSupportServicesComponent; . -=. -r.---9- __.

4. The FixedCostComponent; and 
5. The InflationFactor. 

The facility's prospective rates are computed as the sum of these components, 
subject to the rate limitations of this system. The Direct Nursing, Direct Support 
Services, Other Support Services, and Fixed Cost componentsare expressed in 
per diem amounts. The Inflation Factor is a percentage computation. 

12-01 Direct nursing1.08D1 Component: This component the 
prospective rate is computed by dividing the allowable costs-for nursing 
salaries(lines 94 through 103 of FormFA-66,"LongTermCare Cost 
Report") by the weighted resident days for each facility (see 471 NAC 12
013.03). Theresultingquotientis the facility's "base" per diem.Each 
facility's base per diem is arrayed with all other facilities in the same care 
classification (see 471 NAC 12-01 1.07C),to include Classifications 2, 3, 5, 
and 6; the median base per diem is determined; and a maximum base per 
diem is computed at 125% of the median base per diem. If the maximum 
base per diem for waivered facilities in their respective urban or non-urban 
careclassificationisgreaterthan the maximumbaseper diem for non
waivered facilities in that same care classification, the Department shall use 
the maximum base per diem for non-waivered facilities. Payment rates for 
the Direct Nursing Component for an individual facility are computed using 
the lowerofitsownbaseperdiem, weighted for levels ofcare,orthe 
maximum base per diem, weightedfor levels of care. 
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12-011.0802 Direct Support Services This ofComponent: componentthe 
prospectiverate iscomputed bydividingthecombinedallowable costsof:the 
NursingCostCenter which are not included in 471NAC 12-011.07E1(lines104 
through 127 from the FA-66); raw food from the Dietary Cost Center (line 53 from 
the FA-66);plant utilities (lines 139 through 141 fromthe FA-66) andcable 
television service (line 143 fromthe FA-66) from the Plant Related Cost Center; the 
Activities and Social Services Cost Center (lines 164 through 183 from the FA-66); 
Resident Transportation- Medical fromthe Ancillary Cost Center (lines 1 through 
218 from the FA-66); 'and respiratory therapy from the Ancillary Cost Center (line 
203through210 from the FA-=), bythe total inpatientdays(see 471NAC 12
011.06B)for each facility. Each facility's base perdiemisarrayedwithallother 
facilitiesinthe same care classification, to include classifications 1 and4; the 
median per diem is determined; and a maximum per diem is computed at 115% of 
the median per diem. Payment for the Direct Support Services Component for an 
individualfacility is computed using the lower of its own per diem or the maximum 
per diem. 

Component:12-011.08D3 OtherSupport Services This component.of the 
prospective rate is computed bydividingthecombinedallowablecostsof:the 
Administration Cost Center; the Dietary Cost Center, excluding rawfoodwhichis 
included in Direct Support Services; the Housekeeping and Laundry Cost Centers; 
and the Plant Related Cost Center, excluding utilities and cable television service, 
which are included in Direct Support Services, by the total inpatient days (see 471 
NAC 12-011.06B) for each facility. Each facility's base per diem is arrayed with all 
other facilities in the same care classification, to include classifications 1 and 4; the 
median per diem is determined; and a maximum per diem is computed at 115% of 
the median per diem. Payment for the Other Support Services Component for an 
individual facility is computed using the lower of its own per diem or the maximum 
per diem. 

12-011.08D4 FixedCost Component:Thiscomponentoftheprospectiverate is 
computedby dividing the facility'sallowableinterest,depreciation.amortization, 
long-term rent/lease payments, personalpropertytax, real estatetax,andother 
fixed costs by thefacility's total inpatient days (see 471 NAC 12-011.06B). Payment 
for the Fixed CostComponent for an individual facility is computed using itsown per 
diem as computed above. 

12-011.08D5 Inflation Factor: This component of the prospective rate is computed 
each Report Period from cost reports requiredto be submitted: 
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From all reporting facilities, facilities included in the computation are those that: 1) 
did not have more than a 3% increase or decrease in occupancy from the previous 
Report Period, and 2) maintained an occupancy level at 85% or greater (see 471 
NAC 12-01I.06B Total Inpatient Days). 

Desk auditedcostreportsforthecurrent and the previous Report Period for the 
remaining facilities are used. 

Eachfacility’saveragecostperday for each period iscomputed,adjusted for 
increases/decreases in case-mixacuity,and thencompared to thiscomputation 
from the previous Report Period. Percentage changes are arrayed from lowto high. 

The InflationFactor is themedianpercentagechange, multiplied by 1.5 to adjust 
the Factor forward from the midpoint of the Reporting Period to the midpoint of the 
Rate Period. Inflation may not be less than “0%”. -The Factor 

12-011.08E Prospective Rates for an Interim Year: Interim Year rates utilize each 
facility’s prior Rate Period rates, increased by the Inflation Factor as computed per 
471 NAC12-011.08D5d,exceptthatthemedian isnotincreased by the 1.5 
adjustment factor. 

. 	 12-011.08FExceptionProcess:ForInterimYearsonly, an individual facility may 
request. onan exceptionbasis,theDirectorof HHS FinanceandSupport to 
considerspecificfacilitycircumstance(s), which warrant anexception to the 
computedInflationFactor. An exceptionmayonlybe requested if the facility’s 
adjustedcostperdayincreaseascomputed in 471 NAC 12-011.08D5cis2 
percentagepoints or morethanthemedianincrease. In addition, the facility’s 
request must include: 

1. 	 Specific identification ofthe increased cost(s) that have caused the facility’s 
totalcostincrease to be 2-percentagepoints or moreabove the median 
increase,withjustificationforthereasonableness and necessity ofthe 
increase; 

2. 	 whether the cost increase(s) are an ongoing or a one-time occurrence in the 
cost of operation; and 

3. 	 Preventivemanagementactionthatwasimplemented to control past and 
future cause(s) of identified cost increase(s). 

12-011.08G Out-of-state Facilities: The Departmentpays out-of-state facilities 
participating in NMAPat a rate established by that state’s Medicaid program at the 
time of the issuance or reissuance of the provider agreements. The payment is not 
subject to any type of adjustment. 
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